Introduction
inserted into the right subclavian vein using the infraclavicular approach. The procedure was smooth and successful at the first attempt. After the procedure a Subclavian vein cannulation is a commonly performed chest X-ray was within normal limits. It confirmed the procedure in clinical practice for a variety of indicacatheter tip position in the superior vena cava. He tions. It is also popular as a temporary vascular access underwent an uneventful dialysis on the same day for haemodialysis. The reported complication rates using this catheter as vascular access. range from 0.3 to 12% in various series [1] . Potential
Within the following 12 h, a serous ooze from the complications include failure to cannulate the vein, site of catheter entry was noted. The discharge soon subclavian artery puncture, arteriovenous fistula became copious and required multiple changes of formation, pneumothorax, haemothorax, pulmonary dressing each day (soaking approximately 10-12 pads embolism, subclavian vein stenosis, venacaval or carper day). We could collect 3 ml of this fluid in diac perforation and infection [1] .
10-15 min. A prolonged compression and subsequent This report describes a rare complication of subclapurse string suture around the catheter entry site failed vian vein catheter insertion in a patient with end-stage to control the leak. The patient had no respiratory or renal failure. cardiovascular symptoms. Serial chest X-rays revealed no new findings. The patient received one more dialysis from the same catheter. It was then decided to remove Case the catheter, apply prolonged pressure at the site and monitor the patient closely, both clinically and by A 45-year-old male was admitted with diabetic nephrodoing serial chest X-rays. In less than 12 h after the pathy and advanced azotaemia. His presenting comcatheter removal, the leak stopped without any plaint was loss of appetite, vomitings and swelling of problem. feet. On admission, he was alert and his blood pressure
The fluid we had collected was pale straw coloured. was controlled on 5 mg amlodipine and 3 mg prazosin Despite having added heparin it formed a cobweb per day. His daily urine output was 800 ml. Physical coagulum on standing. The protein content was examination revealed moderate conjunctival pallor and 410 mg/dl. The microscopic examination revealed a bilateral pedal oedema. Respiratory, cardiovascular preponderance of lymphocytes. The cell counts were: and abdomen examination was unremarkable. The lymphocytes 840/ml, RBC count 230/ml and polysalient investigations were Hb 8.0 g/dl, TLC 6600/ml morphs 54/ml. On this basis it was thought to be a with 67% polymorphs and 32% lymphocytes, BUN lymphatic leak. Lymphangiography could not be done 95 mg/dl, creat. 9.5 mg/dl, total serum protein 6.8 g/dl to demonstrate the exact site of lymph leak. and serum albumin 3.2 g/dl. The creatinine clearance was 5.5 ml/min. The examination of fundus revealed proliferative diabetic retinopathy. Chest X-ray showed mild cardiomegaly. Left ventricular hypertrophy with Discussion diastolic dysfunction was found on echocardiography.
Subclavian vein cannulation could potentially injure many structures in the vicinity of subclavian vein. The Correspondence and offprint requests to: Professor Suresh C. Dash, junction of right subclavian vein and the right internal right jugular, right subclavian and right bronchomedia-stopped uneventfully. It is likely that lymphatic flow in right side ducts is less and/or following catheter stinal. In about one-fifth of individuals these trunks removal the local tamponade effect due to collection unite just before opening into the venous junction to of blood and lymph may seal the defect. It is also form the right thoracic duct or else these open indepossible that lymphatic injury does occur more often, pendently on the anterior aspect of the venous junction.
but is not evident most of the time because of similar The right subclavian trunk originates from the terminal spontaneous cessation of leak. axillary lymphnode group and extends along the axillary and subclavian vein. The trunk and its opening are on the anterior aspect of venous wall [2] . Given Conclusion these anatomical relations, an injury to a lymphatic trunk can be caused by subclavian vein cannulation.
This case describes a rare event of right subclavian However, clinically evident injury is extremely rare. A catheterization getting complicated by a lymphatic 'Medline' search revealed only two reported cases of leak. The removal of catheter stopped the leak lymphatic leak on the right side after subclavian vein uneventfully. catheterization in the English language literature over the last 25 years. One case was associated with central line placement and the other case followed a pacemaker References lead placement. In both these instances the catheter had to be removed and the leakage stopped unevent-1. Mansfield PF, Hohn DC, Fornage BD, Gregurich MA, Ota DM.
Complications and failures of subclavian-vein catheterization. N fully [3, 4] . In our case, we can only speculate on the Engl J Med 1994; 331: 1735 -1738 site of lymph leak. It is possible that the right subcla-2. Gabella G. Cardiovascular: Lymphatic system. In: Williams PL, vian lymphatic trunk was injured in a way that pre-
